Journal of the Royal Society of Medicine Volume 74 November 1981 829 the branches to the remainder of the gut. Griffith and Harkins (1957) showed that division of vagal branches to the proximal, perietal-cell-bearing 'stomach alone, satisfactorily reduces acid secretion. Holle & Hart (1965) performed proximal gastric vagotomy with a drainage operation, but Amdrup & Jensen (1970) and Johnston & Wilkinson (1970) successfully applied gastric vagotomy alone in the treatment of duodenal ulcer.
Results of operations
For 20 years, one of us (RMK) has, in elderly and poor risk patients, or those requiring another procedure such as cholecystectomy, hiatal hernia repair or colectomy, used either truncal vagotomy alone or gastroenterostomy alone in the treatment of duodenal ulcer. In the absence of pyloric stenosis as judged by the ability to invaginate the anterior antral wall through the pylorus on an index finger (Kirk 1972) ,truncal vagotomy was used. Patients with pyloric stenosis were treated by gastroenterostomy alone. A clinical 'blind' assessment of the survivors after 2 to 10 years has been carried out by one of us (PH) without knowing which operation had been carried out. Visick's classification was used: those without symptoms were graded I; those with minor symptoms that were easily relieved or avoided were graded 2; those with moderate symptoms were graded 3; and those with severe symptoms including recurrent ulceration or gastric retention requiring re-operation were graded 4. The long term results of 8 types of operation for duodenal ulcer are shown in Table 1 . Tanner (1954) pointed out that the severity of ulcers may vary at different periods, so all the results presented are from patients operated upon within the last 20 years. The benefits of higher risk operations are not evident in the Visick gradings. The good results following gastroenterostomy alone or truncal vagotomy' alone are, ofcourse, obtained in a small selected group but the follow up was adequate. Insurance against ulcer recurrence and postvagotomy gastric retention is bought not only at greater risk to life but also by greater risk of postoperative digestive symptoms. For example, postvagotomy symptoms may be attributable to the drainage operation, not the vagotomy (Clark et al. 1964) . It is relatively easy to carry out an additional simple operation if this proves necessary, but subsequent correction of aggressive surgery may be impossible because, with the exception of gastroenterostomy, all the procedures are irrevocable.
Conclusions
The need for surgery in the management of peptic ulcer may diminish. The marketing of cimetidine appears to have reduced, possibly only temporarily, surgical treatment for duodenal ulcer (Wyllie et al. 1981) . For those requiring surgery we cannot predict who will develop recurrent ulceration or delayed gastric emptying. At present there is good reason to use the safest and most conservative procedure, reserving further surgery for the minority that subsequently display their need for it. Although mortality is higher for secondary operations, a very small number is exposed to this risk. Moreover, some of those who are incapacitated by more complex operations have to be exposed to the risk of further surgery in an attempt to alleviate their symptoms. As Wangensteen (1970) states, in condemning high risk operations, 'Death is more serious than ulcer recurrence'.
